Domestic Currency as a Foreign Body
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In 80% of cases, the foreign body is passed naturally.4
However, complications of retained esophageal foreign bodies
can be life-threatening; therefore, emergent
esophagogastroduodenoscopy (EGD) within 2-6 hours is
recommended for ingestions of sharp objects, batteries, or those
causing complete esophageal obstruction (Figure 1) .5,6 For
symptomatic patients with other objects and with incomplete
obstruction, therapeutic EGD within 24 hours is the treatment of
choice.6

Foreign body ingestion is a common reason for emergency endoscopy
worldwide.8 80% of ingested foreign bodies pass through the gastrointestinal
tract spontaneously, while 20% demand endoscopic intervention and an
additional 1% require surgical management.4 A majority of foreign bodies
embed in the esophagus, as this structure has several physiological narrow
points that predispose to lodging.8 Manifestations of esophageal impaction can
be variable and depend on the location and extent of impaction. Common
symptoms include sensation of a foreign body, chest pain, dysphagia, and
vomiting.4

Endoscope

Management of ingested foreign body lodged in the esophagus depends on
the object ingested and expression of symptoms. If a patient has high-risk
features, including swallowing a sharp object, a battery, or symptoms of
complete esophageal obstruction, emergency EGD within 2-6 hours is
recommended.6 If patients do not show symptoms of complete obstruction, or
a blunt, small object is impacted, therapeutic EGD within 24 hours is
recommended.6 This urgency is necessary because postponed treatment
reduces probability of removal and predisposes patient to complication,
including perforation, hemorrhage, and mucosal injury.5

Figure 1: EGD. Therapeutic endoscopy is recommended for patients with foreign body
ingestion.7

In our case, the patient displayed no common symptoms of esophageal
impaction and the presence of a foreign body was an incidental finding on CT
evaluation of shortness of breath. With the large relative diameter of the coins,
these authors are surprised that the patient did not display any signs of
esophageal obstruction, including dysphagia or foreign body sensation.
Interestingly, the patient had no memory of swallowing these coins and prior
to CT scan, clinical suspicion was not high for esophageal impaction. Given
that there was low suspicion for underlying dementia or another memoryimpairing disorder, we suspect that the coins were ingested in the distant past.
In addition, we feel that the patient’s respiratory symptoms were unlikely to be
the result of direct compression of the posterior trachea by the two coins, as
the course of the patient’s shortness of breath was unrelated to the patient’s
EGD and removal of the coins. However, urgent EGD was necessary for this
patient as potential tracheal obstruction represents a life-threatening scenario.

Case Report
A 72-year-old male presented with fatigue and shortness of
breath to his primary care provider. His past medical history
was significant for benign prostatic hyperplasia, essential
hypertension, and gastroesophageal reflux disease but he was
not on any acid-reducing medications. He did not have any
reflux symptoms, abdominal pain, dysphagia, odynophagia,
diarrhea or constipation. Urinalysis was positive for
bacteriuria and urine culture grew pan-susceptible Escherichia
coli, which was treated with antibiotics. His shortness of
breath was evaluated with a computed tomography (CT) scan
of his chest and he was incidentally found to have a 2.6 cm
discoid metallic foreign body in his esophagus (Figure 2). He
did not recall swallowing anything abnormal, continued to
deny any gastrointestinal symptoms, and was able to eat food
normally.
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Discussion

Introduction
Foreign body ingestion is most commonly described in
children, however this event can occur in adults as well.1 In
Western countries, the most common cause of esophageal
foreign bodies in adults is meat, while coins represent the most
common object found in children.2,3 Symptoms of foreign body
ingestion include sensation of a foreign body, chest pain,
dysphagia, and vomiting.4
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Figure 2: CT scan of chest. Discoid metallic object visualized on computerized tomography scan
of the chest

This case includes several important learning points: Tracheal compression
by esophageal foreign body represents a rare, but serious, potential cause of
shortness of breath; given its potential severity, it should remain present on
differential diagnoses of unexplained shortness of breath until ruled out. In
addition, this case shows that once esophageal foreign body is diagnosed,
timely intervention may help preempt potential complications. Finally, this
case demonstrates the uncertainty of patient history, especially in older
populations. While patient history remains extremely important for guiding
diagnosis, clinicians should remain vigilant and remember to consider factors
relevant to the case that patients may have forgotten.

He was referred to gastroenterology and underwent upper
endoscopy under conscious sedation. Under direct
examination, two American one-dollar coins were found in a
vertical position in the distal esophagus with underlying
esophagitis (Figure 3). The coins were successfully removed
with a retrieval net and the patient tolerated the procedure
without any complications. At 6 week follow up, the patient
demonstrated good healing of the esophageal mucosa.
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Figure 3: Upper Endoscopy. Two American one-dollar coins in the distal esophagus with
underlying esophagitis seen on upper endoscopy
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